Abstract -The functionality concept is very important, as the diagnosis of dementia presupposes the existence of functional impairment. Instruments assessing functional performance present some limitations. In most cases, the assessment is based on the caregiver's report. Some studies in international literature have evaluated this issue and concluded that a difference exists between the caregiver's report and direct patient assessment. American and European caregivers tend to underestimate the patient's functional limitations. However, this issue has hitherto not been investigated in our context. Objective: To compare the caregiver's information with direct assessment of the patient's performance based on the same functional assessment questionnaire. Methods: Seventy-two patients and caregivers were attended by the Occupational Therapy service of the Behavioral Neurology Outpatient Clinic between 1999 and 2001, 25 of whom fulfi lled the inclusion criteria: having a confi rmed diagnosis of dementia according to the DSM-IV; having attended three or more return appointments, and where the caregiver belonged to the patient's family nucleus. The remaining subjects were excluded because of non-adherence to treatment or refusal to participate in the study. The Functional Activities Questionnaire by Pfeffer et al., 1982 was applied to patients in a laboratory simulation, while another evaluator interviewed the respective caregivers. The data were analyzed based on the weighted Kappa coeffi cient, and Wilcoxon test. Results: There were signifi cative differences between caregiver's answers and direct observation of the patient's performance. The information provided by the caregivers proved unreliable since caregivers underestimated the patient's functional capacity. Key words: dementia, functional assessment and occupational therapy.
The main risk factor for many chronic diseases occurring with aging is indeed age itself. Disease-free aging is the privilege of few individuals, but aging with health can be achieved by many.
The most prevalent chronic-degenerative disease in the elderly is dementia.
The concept of functionality is very important in the treatment of dementia since the disease diagnosis is based on the assumption of the existence of functional impairment. Functionality is understood as the ability of an individual to maintain the physical and mental skills necessary to lead an independent and autonomous life. 1 Functional capacity, considered to be a new health paradigm, requires an expansion of the prevention, assistance and rehabilitation actions aimed at the health of the elderly in order to improve or maintain functional performance.
The instruments that evaluate functionality have some limitations. For example, disabilities may or may not be observed depending on the activities performed by the elderly. Another very important limitation is related to the fact that, in most cases, the evaluation is exclusively based on the information given by the person accompanying the patient, which may introduce bias into the assessment.
Some studies have addressed this issue and the key conclusions reached were that caregivers overestimate the ability of the patient to perform daily activities 2 and that depression interferes with the evaluation of the caregiver, whereas care load does not. 2 In contrast, other studies have stated that depressive symptoms do not interfere with the difference between evaluations 3 whilst care load does. 4 In Brazil, the use of the Pfeffer Functional Activity Questionnaire (FAQ) 5 has been recommended for the diagnosis of dementia. 6 Scales such as the FAQ (1982) , the scale applied to the informant, the Informant Questionnaire of Cognitive Decline in the Elderly" (IQCODE), and the Bayer Scale of Activities of Daily Living (B-ADL), combined with instruments for cognitive assessment such as the Mini-Mental State Examination (MMSE), applied to the informants, are recommended as the norm for application in Brazil. 7 Several studies have suggested that the combination of a cognitive test with functional scales can improve the detection of dementia. 7, 8 Some studies published in the international literature have used the Direct Assessment of Functional Status (DAFS) by Loewenstein and Bates (1992) to assess the coherence between the informer and the functional capacity of the patient. [2] [3] [4] The Pfeffer FAQ (1982) has also been used in another study as a predictive assessment based on self-report and on the informer's report, regarding the functional defi cit of patients with moderate cognitive impairment for the diagnostic follow-up of probable Alzheimer disease. 9 In view of the above considerations, the objective of the present study was to compare the information provided by the caregiver, to the performance of the patient assessed by an examiner using the Pfeffer FAQ (1982).
Method

Subjects
Seventy-two patients and their caregivers participated in the study. The patients were attended by the Occupational Therapy Service of the Behavioral Neurology Outpatient Clinic during the period spanning from 1999 to 2001.
The inclusion criteria were: to have a confi rmed diagnosis of dementia according to the DSM-IV, regardless of etiology or stage, to have attended three or more return visits, and to have a caregiver belonging to the family nucleus (spouse, daughter, son etc.).
Non-compliance with treatment was an important exclusion criterion since some patients and caregivers came to the Service for the initial evaluation and then abandoned treatment after one or two return visits. Another exclusion criterion was refusal to participate in the study. On the basis of these criteria, 47 subjects and their caregivers were excluded from the study.
Thus, a total of 25 patients followed up by the Occupational Therapy Service from 1999 to 2001 satisfi ed the inclusion criteria.
Procedure
The study was approved by the Research Ethics Committee of the University Hospital, Faculty of Medicine of Ribeirão Preto, USP.
Two subject groups were studied: the CD GROUP, consisting of 25 patients with cognitive disorders, and the CG GROUP, consisting of 25 caregivers. The clinical and sociodemographic characteristics of the two groups are presented in Tables 1 and 2 , respectively.
While an examiner interviewed the caregiver, another simultaneously evaluated the performance of the patient in the laboratory using the FAQ.
Instrument applied to the caregiver
An examiner applied the FAQ 5 to the caregivers, assigning scores from 0 to 3, allowing a maximum score of 30. The questionnaire was applied individually in an appropriate room protected in terms of secrecy and privacy. The examiner read out the questions and waited for the response of the caregiver. The caregiver was asked to provide information on the performance of his/her demented relative in tasks involving functions in the cognition area and instrumental activities of daily life. The examiner assigned the following scores to the information provided by the caregiver: zero (when the patient was able to perform the proposed task without diffi culty), one (when the patient was able to perform the task but with diffi culty), two (when the patient needed help to perform the task) or three (when the patient was unable to perform the proposed task). The sum of the scores obtained for each item gave the fi nal score, which indicated the degree of limitation of the patient.
Instrument applied to the patient
A laboratory was set up on the 3 rd fl oor of the University Hospital, Faculty of Medicine of Ribeirão Preto, USP, permitting the assessment of patient performance in simulated situations. The laboratory consisted of two rooms prepared as described below: 1. A simulated shopping situation was created in one of the rooms, with various objects left on view. The patient received a note pad and a pencil in order to organize his purchases, photocopies of blank checks, and money in bills and coins for payment. 2. In the room corresponding to the kitchen, the patient was asked to make coffee and to prepare a salad with a coffee "kit" (pot used to boil water, a coffee fi lter and jug, coffee powder, and sugar) and a salad "kit" (salad bowl, knife, fork, seasonings, a lettuce and tomato).
Another examiner asked the patient to perform the following FAQ activities: handling checks and money, organizing the chores for the day by verbalizing them or making written notes, buying objects in a simulated shopping situation, playing dominoes, cards or checkers, preparing simple food such as a green salad, watching a television program and commenting on what they saw, commenting on TV news, events regarding family and neighborhood, remembering to take their medications and return visits to the University Hospital using their hospital appointment card as an aid, and walking on the 3 rd fl oor, where they were supposed to locate the visiting room and the daily activities laboratory where the tests of the present study were performed, without getting lost along the way. Regarding this last item, care was taken to include patients who had attended more than three return visits, in order to ensure familiarity with the testing environment. The examiner assigned the following scores to the performance of the pa- tient: zero (when the patient was able to perform the proposed task without diffi culty), one (when the patient was able to perform the task but with diffi culty), two (when the patient needed help to perform the task) or three (when the patient was unable to perform the proposed task). The evaluations of the caregivers and of the patients were fi led separately and kept secret until the end of the investigation. Data were analyzed statistically by the weighted Kappa coeffi cient and the non-parametric Wilcoxon test.
Results
The clinical and sociodemographic characteristics of the patients who participated in the study were similarly distributed between males and females. Most subjects had four years of schooling, were married, were from Ribeirão Preto, and older than 71 years. Their diagnoses of dementia were as follows: Alzheimer disease, vascular dementia, frontotemporal dementia, dementia secondary to alcoholism, Lewy body degenerative dementia, corticobasal dementia, and dementia due to severe hypoxia. The course of the diseases ranged from 3 to 14 years ( Table 1) .
The main caregiver was the spouse, in most cases the wife, aged between 51 to 70 years with up to 8 years of schooling. Experience as principal caregiver ranged from 3 to 14 years and the time devoted to care was about 4 to 12 hours per day (Table 2) . Cognition and functionality were assessed during the course of treatment. Table 3 presents the cognitive and functionality profi le during different stages, i.e., during treatment and the present investigation.
Agreement between caregiver's Pfeffer and examiner's Pfeffer was studied (Table 4) .
Statistical analysis showed that out of ten items on the Pfeffer FAQ 5 evaluated, the following seven showed weak and non-signifi cant agreement: (1) handling money, (2) self-organization by making notes, (5) making coffee, (6) preparing food, (7) keeping up with community or neighborhood events, (9) reading the newspaper, and (10) taking a walk in the neighborhood without getting lost. Also, a weak and signifi cant agreement was observed for items (3), shopping, and (4), playing cards and dominoes. No agreement was observed for item (9) , which tested the ability of the patient to remember engagements, family events and medications. Further analysis was conducted in order to compare the mean performance of the patient observed by the examiner, to the information provided by the caregiver, using the non-parametric Wilcoxon test for paired data (Table 5) All items of the questionnaire, except item 8 (Table 5) , presented signifi cant differences between Pfeffer caregiver and Pfeffer examiner scores, where the caregiver tended to be more pessimistic when evaluating the patient, emphasizing the functional disability of the latter. In other words, from the viewpoint of the caregiver, the patient was more dependent.
Discussion
The study showed weak and non-signifi cant agreement for 7 items on the Pfeffer FAQ (1982) (1, 2, 5, 6, 7, 8 and  10 ), yet reasonable and signifi cant agreement in items 3 and 4, and disagreement in item 9, i.e., there was disagreement regarding most of the items in the questionnaire.
In later analyses comparing mean patient performance observed by the examiner to the information provided by the caregiver, signifi cant differences were observed in all items except item 8. The responses of the caregivers revealed that they were more pessimistic and tended to evaluate the performance of the patient in a more negative manner. The caregiver, when evaluating the patient, stressed the patient's functional disability.
Similar studies [2] [3] [4] have also detected a difference between the information provided by the caregiver and that drawn from direct patient evaluation in daily life activities. The reasons for this difference may be due to the following: 1) not all, but most of the caregivers tend to "do for the patient" instead of "doing with the patient", thus masking the parameters of the response; 2) The examiner involved in the direct evaluation of functional performance was a health professional more attuned to determining the potential/limitations of the patient.
However, the present results differ from those reported in other studies. [2] [3] [4] American and European caregivers tend to overestimate the ability of patients to perform daily life activities, whereas the caregivers studied in the present work underestimated the functional capacity of patients.
The differences detected may possibly be related to factors such as socioeconomic and cultural level which may strongly infl uence the assessment of the caregiver. Some studies have pointed out the compromise caused by dementia in the daily life of both patient and caregiver: the load and the stress due to direct patient care, [2] [3] [4] as well as intra-family confl icts, fi nancial diffi culties, loss of purchasing power after retirement along with increased expenses involved in patient care, and lack of a social and health support network. All of these factors may contribute to the impairment of the physical and mental health of the caregiver. 10 However, this relationship warrants further investigation.
One study concluded that depression interferes with the evaluation of the caregiver while care load does not, 2 whereas others have stated the opposite for caregiver depression and load respectively. 4 Some important limitations of the present study should be emphasized: 1. In the present approach both caregiver and examiner (a health professional) answered the FAQ. We suggest that a third evaluator trained for direct patient observation during the performance of the tasks be included in future studies. 2. The time taken for application of the FAQ tasks was one hour on average, a length of time considered unviable in daily clinical practice. 3. We suggest the inclusion in future studies of an instrument for screening caregivers regarding depression, quality of life and load, so that the results may be compared with those of previous studies.
2-4 4. The present study was conducted on a specifi c group that frequents a behavioral neurology outpatient clinic, representing selected demand and thus prevents the generalization of the fi ndings to the general sphere of Brazilian caregivers of patients with dementia.
Despite its limitations, the present study highlights the need to set up a program of continued guidance with information for the caregiver and relatives about dementia, as well as the need for future studies in order to better understand the attitude of the caregiver toward dementia. We can conclude that the information provided by the caregivers is unreliable in as far as the caregiver underestimates functional capacity of the patient and considers the patient to be more dependent than they really are. 
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